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The findings and conclusions of any investigation i
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey

conducted in your facility on 12/23/08. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division. . ng

“\Y 5

The facility is licensed for six Residential Facility £~ \/\C‘mSf 9 =
for Group beds for elderly and disabled persons,
Category | residents. The census at the time of
the survey was five. Five resident files were

| reviewed and two employee files were reviewed.
One discharged resident file was reviewed.

The following deficiencies were identified:

A 75| 449.209(4)(b) Health and Sanitation-Hazards Y175 7/”;
=E ' . .
NAC 449.209 the  bepneomn o é
4. To the extent practicable, the premises of the ; : s P
facility must be kept free from: Levfent R < fLes =
| (b} Hazards, including obstacles that impede the | COVL?CT W ag TtrecHen ¢ '/ £FR
free movement of residents within and outside . o ;
the facility. wiTond  gples  ope? s

e U Wil et pisEY

This Regulation is not met as evidenced by: ! —ﬁ\rnﬁ) Nozanp o TWE
Based on observation on 12/23/08, the facility did o (Qu \\“\'b
not ensure the carpet in the bedroom where 2 of | yes W%C\Wﬁ f\) _
5 residents resided was flat and without ripples | 6”& { i
which posed tripping hazards (Residents #1 and ATTA Ciet y

| #3).

f deficiencies are cited, an approved plan of correction must be returned | hin 1 days;_&ﬁ ipt of hls statement of defic’
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administration of the medication shall:
{1) Comply with the order.

This Regulation is not met as evidenced by:
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Y 272 449.2175(3) Service of Food - Menus Y 272 VAY
88=C h L
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3. Menus must be in writing, planned a week in ' 0":9 24\ (dF: Vi~ ! m
advance, dated, posted and kept on file for 80 \ h (
days. B K W ©
mefm on Swbshdwdion
This Regulation is not met as evidenced by: :‘;,:(L - AY
Based on record review and interview on ’-‘Z‘“ﬂ . /m . 9 Z |
12/23/08, menus had not been kept on file for 90 ; g 2 —} he QE\YLF?\\!E'“:J
days and substitutions for the meal on the day of / . k_
the survey had not been recorded. WM wilec ey o ‘:{ﬁ
Severity: 1 Scope: 3 MEWS Mmoo e \’Li :
L~
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6. Except as otherwise provided in this ’E .
subsection, a medication prescribed by a _bC\: ‘\J G-—Cu O oSt
physician must be administered as prescribed by n\,\YLSirJ G} n “""\f
the physician. If a physician orders a change in Yt WB —
the amount or times medication is to be mEdhQine \ <0 V\JJ\’
administered to a resident: a WS \\D'_w‘:“\) P
(a) The caregiver responsible for assisting in the “Z,‘ Lz \chﬂ' i 1{-
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Based on record review and interview on Me( 'S 0 b h -
12/23/08, the facility failed to ensure medications l\\/» —/\”M Qhvye g
were available in the facility to administer as ey (5\,\ & kN
prescribed to 1 of 5 residents (Resident #4). DN Wv -z T CFM;\:IO “tL‘

an Bb\ « ;:A_Dj\ (\ _/‘L- v WX
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7. If a resident refuses, or otherwise misses, and ‘ Varsy il ‘T&‘;'
administration of medication, a physician must be <ee A f\w Y
notified within 12 hours after the dose is refused ) 5 — N
or missed. PN(:‘ © 2 ¥ 1o \ M
\
This Regul denced b 4\5 QWC' ﬂf%‘ﬂm—T Tb Cka s
his Regulation is not met as evidenced by:
Based on record review and staff interview on mewk h\: +L W\\’\ W\Q
12/23/08, the facility failed to notify the A /\ V\O'b\_ (M CY
prescribing physician of missed doses of KW ne ‘ n 0 ;‘j -
medications for 1 of 5 residents (Resident #4). @\“ /g,,, CAA N ‘\M\ D« 16&
e ( .
Severity: 2 Scope: 1 '\N r\'hnf\ V2. hif\f\'r > Ot‘:m _
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1. The administrator of a residentiat facility that aF [V\p W WA
provides assistance to residents in the
administration of medication shall maintain: 5y
{b} A record of the medication administered to
each resident. The record must include: l g (ﬁ
(4) Instructions for administering the } |
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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This Regulation is not met as evidenced
Based on record review and interview on
12/23/08, the facility failed to ensure the

(Resident #2),

Severity: 1 Scope: 1

medication to the resident that reflect the current
order or prescription of the resident's physician.

medication administration record {MAR) reflected
the current physician's order for 1 of 5 residents

by:
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If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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